MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUSLIC HEALTH AND WEL

DO NOT WRITE
ON THIS STUB AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 =] a, COUNTY a SIAiEO b. COéJETYLou]-S admission)
)
Rev. 4/59 % b. CIIY (If outslde corporate limits, glve TOWNSHIP only) Length of stay in 1b < C(I)'LY Inside Limirs
s TOWN St Louis 2 da Town Overland ves ] No 2
1 : c. L%;PII*JT&TEOQF {1f NOT in hospital, give location) Inside Limits d. :g%%{ESTSS (If cutside, give location} Reside on Farm
/'2%' 5 0? INSTITUTION Mo Bapt Hosp Yes B§ No[J 1727 Dyer Yes (0 No O
— [
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Year
(Type or print) . OF
p Louise Mosberger DEATH  June 10 1962
/ 5. SEX 4. COLOR OR RACE 7. Married [1  Never Married [J [8. DATE OF BIRTH | 9 AGE (last birthday} | IF UNhDER ‘DYEAR ': UNDER f;': HR
: Widowed Di d Manths ay's ours in.
5 2 Female White rowed ¥ vl U 17/16/1879 ) 82
10a. USUAL OCCUPATICON (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& v dugrg most EF working life, even if retired) R
= amstress St Louis Mo USA
7 O 9 13a. FATHER'S NAME 13b. MOTHER’'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
|
o John P Doll Theresa Tiehn ——————
8 , w 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
L4 (Yes, no, own) | (If yes, give war or dates of servic| .
9 w i Y\fc{ Marie Plegge 3020 Pagsteur Overland Mo
—_— % = 18. CAUSE OF DEATH [Enter only one cause per line ( INTERVAL BETWEEN
10 E PART |. DEATH WAS CAUSED BY; NSET AND DEATH
Ol 3 IMMEDIATE CAUSE (a)
e} =]
11 G Q
U o o
Yl it .
1 g [= 2 Py [a] Conditions, if any, DUE TO (b)
-4 wlh which gave rise 10 V4
— |F |Z above cause [a),
13 E = stating the under- IJ / ) If
lying ~ cause last. DUE TO [c) - F 22—ty ,;?1-1__,
g g PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, If deceased was = female was
- disease candition given in PART | (a} there a pregnancy in last 90 days.
Zp 2 3 %
E ) 20/ ]I] Yes l ™ I [J Unknown
g E 19. WAS AUT 20a. ACCEJENT SUICDIDE HOMI:I]ClDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itern 18.)
PERFO ?
2 S YES §” NO (3
- +
rd E ’ 5 20¢, TIME OF Houl Month, Day, Year
= INJURY a.m.
o 3
b4 & 2 p.m.
Z -] 20d. INJURY QCCURRED 20e, PLACE QF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK [J farm, factory, street, office bidg., etc.)
b4 NOT WHILE AT WORK ] P
-3 ¥ b :
5 ° : g 21. | arended the deceased from%ﬂ&l ’ %Lzé fast saw &alive DW
[-+] ; o Peath occurred at m on the date statefl above, and to the best of my kiowledge, from the causes stated.
w =
® W 3 5 272, SIGNATY {Doffee of 22b. ADDRESS ?.)’ J’tSI V 22c. DYTE SIBHED
| YY) A o
- w E )M’ i/ / ad
- a 23a. BEARAL;\EAL REmAIot. DA'IE "23c. NAME OF CEMETERY OR CREMATO] 7] e LOCAT}dN (t.ﬁysown or caunry} 7 (S1atd)
O [=] R Beci
z x| Removal 6/ 13/62 Mt Lebanon dzetnn
= -8 24, FUMNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ISTR 'S sl AfUR
E @ JUN [
= @f Ortmann F Home 9222 Lackland Overland M 12 1905 2

mmgﬁmn_}nmaw Registration Dulnin(_}q----_k-__kegmrar s No. __--58&-3

~62-024975

STATE FILE NUMBER




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalimed by me,

- or by Student Embalmer No.

working under my personal supervision.

‘ Student. : Signed VOZ 0 OAZ;{.MAA:

Signature of Student Embalmer
Licensed Embalmer No. \3 Lf?y

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

~




